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Early Diagnosis of Obturator Hernia Using Bedside Ultrasound*A 93-year-old female without systemic disease, presented to
the emergency department due to constipation, progressive
abdominal distension, pain, nausea, and vomiting for over 6
days. On examination, she was afebrile, with diffuse abdominal
pain but no peritonism. There was muscle soreness over the
medial aspect of the right thigh without palpable mass at the
inguinal area. Laboratory results were normal. Abdominal radiog-
raphy showed small bowel ileus. Bedside ultrasound revealed
incarcerated bowel loop in the right inguinal area which is medial
to femoral vessels and the pectineus muscle (Figure 1). Computed
tomography of the abdomen and pelvis conﬁrmed the diagnosis of
incarcerated right obturator hernia (Figure 2), showing a thick-
ened bowel loop entrapped in the right obturator foramen. On
exploration, right incarcerated obturator hernia with ischemic
change of terminal ileum 3e8 cm above the ileocecal valve and
massive ascites were noted. Segmental resection of the small
bowel and ileocolostomy were performed, while the obturator
hernia was repaired with mesh plug. The patient recovered un-
eventfully and remained well without any complications during
subsequent outpatient follow up.Figure 1. Bedside ultrasound of right inguinal area revealed incarcerated bowel loop
(bold black arrow), the pectineus muscle (bold blue arrow), and femoral vessels
(bold yellow arrow).
* Conﬂicts of interest: All contributing authors declare that they have no conﬂicts
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1873-9598Obturator hernia is a rare condition that was ﬁrst described by
Arnaud de Ronsil at the Royal Academy of Science in 17241. The inci-
dence rate variedworldwidewith a range of 0.073e1% of all hernias
and 0.2e1.6% among all cases of mechanical obstructions2,3.
Women are affected nine times more frequently than men due to
a wider pelvis, larger obturator canal, and multiple pregnancies1.
Predisposing factors may include advanced age, marasmus with
lean body weight, conditions causing increased intra-abdominal
pressure (chronic obstructive pulmonary disease, constipation, as-
cites, and multiparity), and Asian ethnic groups3. Obturator hernia
is difﬁcult to diagnose due to scarcity of speciﬁc diagnostic signs
which eventually leads to delayed diagnosis and surgical treatment.
Three signs are speciﬁc to a strangulated hernia. Obturator neural-
gia demonstrated as cramp, and hypo- or hyperesthesia spreading
from the inguinal crease to the anteromedial thigh4. The How-
shipeRomberg sign, pathognomonic of obturator hernia (up to
50%), is presented as pain in the medial thigh and hip resulting
from compression of the anterior division of the obturator nerve4.
The Hannington-Kiff sign is an absent adductor reﬂex in the thigh
induced by compression on the obturator nerve. A computed to-
mography scan of the abdomen and pelvis remains the gold stan-
dard for making a diagnosis of obturator hernia, however, plain
radiography, small bowel series, magnetic resonance imaging,
and ultrasonography5 can also be used. Ultrasonography is accu-
rate, inexpensive, and does not pose a risk of radiation exposure.Figure 2. Computed tomography of the abdomen and pelvis showed right-sided obtu-
rator hernia (bold yellow arrow), medial to the pectineus muscle (bold black arrow).
W.-J. Lee, C.-S. Yen118Obturator hernia may be found superﬁcial to the obturator externis
muscle and deep inferior to the pectineus muscle. Incarcerated
obturator hernia must be treated surgically. Various surgical
methods such as the transperitoneal approach, extraperitoneal
approach, thigh approach, and laparoscopic approach, have been
discussed and must be individualized in accordance to a patient's
conditions. Routine bedside ultrasonography should be used as a
screening tool for any elderly patient with intestinal obstruction
of unknown cause to prevent delayed diagnosis and treatment.References
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